A total of 3,501 interviews were completed for the baseline survey, and 3,285 interviews were completed for the follow-up survey. A similar questionnaire was used for both of the surveys. It was developed in French, translated into Kikongo, the local dialect, for pretesting, then translated back into French to ensure that the meaning of all survey items had been preserved. Service activities were initiated four and seven months after the completion of the baseline survey in the urban and rural areas, respectively. In both areas, the follow-up survey was conducted about 21 months after the onset of service activities.
Comparability of Survey Groups
In analyzing the changes that occurred between the time of baseline and follow-up surveys, we considered it important to determine the comparability of the two groups of women, in particular the comparability between the Zone A and B populations within the urban and rural areas. These groups were compared by age of respondent, education, literacy, occupation, nationality, religion, marital status, age at first marriage and type of marriage (monogamous vs. polygamous). Table 1 indicates the percentage distributions for each characteristic for women in Zones A and B, in both the urban and rural areas, at both points in time.
The mean age of women in all four groups at the time of both surveys was 27 or 28. At least four in 10 urban respondents had at- tIn Matadi, the target area was divided into 109 equal quadrants, which then were stratified by population density. Sixty randomly selected quadrants were mapped and enumerated, and then 30 households in each quadrant were chosen at random. Because of the sampling procedure that was used, women from low-density quadrants had a higher probability of being selected. Weighting factors were applied to the urban data to adjust for this bias. In Songololo, the rural area, all 53 villages included in the project were mapped; every second house was selected for interview, and the interviewers attempted to contact every eligible woman in the selected households. In regard to marital status in the urban area, the percentage of women who were married or in union was slightly higher in the baseline than in the follow-up survey. In the rural area, the opposite was true, although this change is in fact a methodological artifact. During the rural baseline survey, women living in a consensual union were mistakenly classified as not married. The data from the follow-up survey include consensual unions as marriages, and thus more accurately reflect marital status in this area.
Finally, in the urban area the percentage of married women living in a polygamous union was slightly higher in the follow-up survey; in the rural area, the opposite was true. However, since these latter percentages are based only on married women, the apparent change may simply reflect coding problems. Of these significant differences in the study populations, educational status was of greatest concern, since this variable is known to correlate positively with contraceptive use. Thus, education is controlled for in subsequent analyses.
Changes in Knowledge and Practice
Given the very limited access to modern contraceptives that the population had prior to the PRODEF project, a surprisingly high percentage had heard of at least one modern method* at the time of the baseline surveyat least 85 percent of urban women and at least 75 percent of rural women. This percentage increased significantly in all zones between the baseline and follow-up surveys (see Table 2 , page 111). The baseline survey found knowledge of traditional methods also to be very high in all groups; at least 94 Table 1 Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 *Statistically significant at p<0.05, using a t-test com each zone on each selected variable.
"Statistically significant at p<0.01. ***Statistically significant at p<0.005.
tThe percentages for the urban area were weighted, while those for the rural sample were not. The Ns refer to the number of unweighted cases.
tBased only on women who were married or in union. ?1ncluding homemaker school.
ttCurrently married includes those in both legal and consensual unions; previously married includes divorced, widowed and separated women. In the rural baseline survey, women in consensual unions were mistakenly classified as single. Family Planning Service Delivery in Zaire In general, the changes seen in Zone A were slightly larger than those in Zone B. To determine whether such differences were significant, we used logistic regression analysis; the independent variables were length of time, zone and a time-zone interaction, while the dependent variable was one of the seven family planning indicators shown in Table 2 . Of these, in only one case was the change in Zone A significantly greater than that in Zone B-the change in knowledge of modern methods in the rural area was significantly greater in Zone A than in Zone B. At the beginning of the project, we speculated that home visiting might be essential to achieving any increase in contraceptive prey-alence, given that the population had had such limited access to modern contraceptives. This hypothesis was not borne out by our study findings; rather, increases similar to those observed in the areas with home visiting were found in areas with no outreach, suggesting that contraceptive accessibility is the key factor in increasing prevalence.
Cost-Effectiveness
We performed a cost-effectiveness analysis to determine the cost per unit of output for the two strategies that were tested. The unit of output used was the volume of contraceptives sold or distributed free of charge, which was later converted to a measure of couplemonths of protection from pregnancy.15 Specifically, the number of each type of contra- vice provider yield the data for this analysis.
In the 27-month period under study (from October 1981, when the program began in the rural area, to December 1983, the cutoff date for this evaluation), contraceptives providing a total of 32,424 couple-months of protection were sold or distributed to the population. Almost three-quarters of this total (23,773 couple-months) involved urban couples. This finding is not surprising, given that the urban area's target population was about five times that of the rural area.
The level of protection provided in Zones
A and B is shown in Figures 1 and 2 . In both cases, the population of Zone A was greater than that of Zone B, which partially explains the differences in output between the zones.
In the urban area (Figure 1 ), the three peaks for Zone A correspond to the periods in which the home visitors were in the field for all three months. By contrast, while the volume of contraceptives distributed in Zone B was much smaller, a steady upward trend over the life of the project suggests that few people knew of these services initially, but that demand grew as they learned of them. should be taken as approximate. One cannot and should not conclude from a cost-effectiveness analysis that the least costly alternative is necessarily the best or the only desirable option. Rather, the anlaysis is one of many criteria to be used in comparing the value of alternative approaches. Table 3 (page 113) provides a breakdown of service-related costs, by region and by treatment group. Two-thirds of the costs could not be classified by region. t Of the costs that could be traced to specific urban or rural activities, about half were incurred in each Family Planning Service Delivery in Zaire area. Nontraceable costs were allocated on the basis of relative output in the two regions and the two treatment zones, as has been described elsewhere in detail.16 This procedure is equivalent to assuming that there is a nontraceable cost per couple-month of protection for the project as a whole, which is added to the cost per couple-month for each part. The cost for a given zone, then, includes the cost specific to the zone and that which could not be traced.
The cost-effectiveness ratio was then derived by dividing the costs of each approach by the amount of output for that zone. Table   4 shows that, as might be expected, in both the urban and the rural area the cost per couple-month of protection was higher in Zone A (outreach) than in Zone B (no outreach). In the urban region, one couplemonth for Zone A cost $6.82, compared with $5.93 in Zone B; in the rural region, the respective amounts were $11.02 and $7.76.
The difference between Zones A and B declined over time to the point that there was almost no difference in costs in the last quarter of the analysis (see Table 4 ). However, it should be noted that by the last three-month period, home visiting had been completed in the rural area and had dropped by half in the urban area. Given this situation, one would expect the cost of the two approaches to be roughly comparable. The It is also of interest to examine the cost per couple-month over time and by region. As shown in Table 4 Every cost item for the project was coded on the basis of eight different variables: The location where the expense was incurred,t the date that the expense was incurred, the date that the expenditure was paid, the type of project activityt (research, service, administration, etc.), the description of the expense (salary, per diem, fuel, etc.), the type of service-related activity involved, the region and the treatment zone.
The cost data for expenses actually in-*We measured the private opportunity cost to the funding agency, not the social opportunity cost to Zaire. tIn some cases, this allocation was clear-cut, as in, for example, home visitor salaries, which were allocated to service provision. However, in other cases the allocation was unclear, since the item was used for more than one purpose, such as was the case with the project vehicle.
When this occurred, the cost was split across the various activities. Using this procedure allowed us to separate out research-related costs that would be eliminated if only the service delivery part of the project was being replicated. 
